Introduction and background
Management research on ambulance service is an emerging phenomenon (Wankhade and Mackway-Jones, 2015; Andrews and Wankhade, 2015; McCann et al., 2013; Wankhade, 2011 , 2012 , Heath and Radcliffe, 2007 , 2010 notwithstanding some excellent ethnographic studies (Metz, 1981; Palmer, 1983; Tangherlini, 2000; Reynolds, 2009 ). This paper analyses the changing nature and scope of the ambulance work in the UK ambulance services, the coping behaviour of the ambulance staff and the resultant consequences of such intense work patterns for the organisation, individuals and society in general. The paper provides interesting insights about the work intensity of ambulance personnel in highlighting cultural and management challenges in coping with the rising demand in ambulance demand against the growing advances in clinical and educational role of the ambulance staff. Drawing from ethnographic case study data collected through interviews, observation and ambulance 'ride-ons', the paper will address the key issues in an English National Health Service (NHS) ambulance trust setting. Need for such an ethnographic exploration finds support in the literature (Anteby, 2013; Watson, 2011; Van Maanen, 2011; Mannon, 1992; Skolnick, 2008) .
The ambulance service is the first point of access for a wide variety of health problems. When the NHS was created in 1948, the ambulance service was a function given to the local authorities. Unlike the Police and Fire Services, there was no accompanying legislation to provide structures and operational arrangements for the new ambulance services that were classified as 'essential' rather than 'emergency' services (Ambulance Service Association, 2000, p. 7). Uniforms and rank structures emulated the established emergency services and a basic first aid certificate was all that was required to run the services. During the 1990s, ambulance services became NHS trusts. Being part of NHS since 1974, ambulance services have made huge progress towards its transformation from a patient transport organisation to a clinically trained workforce (National Audit Office NAO, 2010) .
Academic literature on work intensity in a wide range of healthcare settings is gaining popularity (Klein et al., 2006; Gascoigne et al., 2015) . The Keogh Urgent and Emergency Care Review (NHS England, 2013) highlighted the role of the ambulance services in the urgent and emergency care networks and their contribution towards reducing pressures in emergency departments (ED) is being acknowledged in various policy documents (NHS Five Year Forward View, 2014; NHS Confederation, 2014 , 2015 . Despite the efforts made by ambulance trusts to culturally transform themselves into a clinically driven workforce, they are still perceived as a quick response service dealing with life threatening emergencies. Lack of clinical educational and training of the ambulance workforce is still seen as a big cultural challenge (O'Mara et al., 2015; McCann et al., 2013; Price, 2006; Wankhade, 2011a, Wankhade and Brinkman, 2011; Siriwardena, 2010; Snooks et al., 2009 ). Vestiges of the old command and control culture, accompanied by tendency to blame, hierarchical and top-down management style, and resistance to change and being risk-averse (NHS Modernisation Agency, 2004) are some of the factors cited historically within ambulance service as barriers to transform from a 'blue collar trade' into a professional workforce (McCann et al., 2013) .
Ambulance leaders (Association of Ambulance Chief Executives AACE, 2011) have continued to argue about the need to professionalise the work force by transforming the work culture.
Attempts on the part of the ambulance services to fully integrate within the wider NHS have also been hindered by the confusion which still prevails within its members about the core values and mission of the service (McCann et al., 2015; NHS Confederation, 2011) .
This article examines the challenges and differing staff perceptions of the changing scope and practice of ambulance personnel. This line of enquiry offers interesting insights since the role of the ambulance worker is often expanded in public's mind as health professionals, but that the actual resources extended to front line staff do not match those expectations (such as lack of training, target chasing, long hours, no support, etc.). Meaningful insights are gained from staff perceptions about the nature of the work by the ambulance personnel in highlighting the cultural and management differences in being seen as an emergency service wearing uniforms and driving with lights and sirens (fast response) against the emerging role and expectation of being a clinically proficient pre-hospital care provider.
The article is structured as follows. Section one provides analysis of the changing scope and practice of ambulance paramedics in the UK and implications for patient safety. Section two reviews the literature on work intensity and its implications for staff sickness. Section three details the research methodology adopted in this study. Section four presents the study findings. This is followed by discussion and concluding remarks.
Changing scope of ambulance practice and implications for patient safety
Developing a professional workforce has been seen to be integral element of the ambulance modernisation programme and has been the focus of policy attention (NHS England, 2013; NAO, 2010; AACE, 2011; Department of Health DH, 2005) . Historically, entry into the paramedic profession was attained in a technician role by working through various roles within a specific NHS ambulance trust in the UK. Following a period of experience, candidates would sit entry exams and then complete a training course to become a qualified paramedic. But this is no longer the case since 2008 and the recommended route to becoming a paramedic is now the completion of a higher education diploma in paramedic science or equivalent but with local and regional variations. Woollard (2009) while presenting details of different paramedic training initiatives around the UK, highlighted considerable variations in the 'length, content and academic level of the associated educational programmes. The Paramedics Evidence Based Education Project (PEEP) study commissioned by the DH (England), National Allied Health Professional Advisory Board and funded by the College of Paramedics, also highlighted great variations in the current education and training models which were very locally determined and resulted in very different student experiences and different levels of learning outcomes achieved at the point of registration (Lovegrove and Davis, 2013, p. 7) . The study (Ibid, p. 9) recommended a standardised approach to all aspects of education and paramedic training and the Skills for Health Career Framework. While there has been considerable discussion and movement towards the College structure a lack of holistic picture in the UK and 'national variation in the implementation of specialist paramedic roles was cited in the study by O'Hara et al., (2015, p.50) as one of the frustrations for the paramedics which was seen to be limiting career progressions and ability to fully utilize skills in ensuring they are dispatched to suitable patients.
It is however estimated that less than ten percent of emergency 999 callers having a life threatening condition (Evans et al., 2014) . This has necessitated the need for providing alternate care options to a majority of the ambulance service users (Darzi, 2008) . There is now a range of different specialist paramedic roles in the ambulance services including paramedic practitioners (PP), emergency care practitioners (ECP), critical care practitioners (CCP) and community paramedics (CP) who are equipped with enhanced knowledge and skills needed to make complex decisions about patient care. It has been suggested that these specialist roles have reduced the conveyance of patients to EDs thus reducing the costs associated with ambulance journeys and increased discharge at scene (Hills et al., 2014) . But current evidence has also raised concerns about safety of patents involved in non-conveyance decisions and the complexity of decision-making by the paramedics for people left at scene (O'Hara et al., 2015, p. 46) . A recent scoping review (see Fisher et al., 2015 for more details) has illustrated the lack of quality information available regarding ambulance service patient safety in the UK. This study identified "many reports of cases for which operational pressures, including targets, were perceived to be more important than patient safety for ambulance services" and the need to understand the culture of the organisation with "consideration being given to the influence this can have on patient safety." (Ibid, p. iv-v) . In another study, Halter et al., (2011) identified concerns about assessment and referral of older people with a fall who were left behind at the scene. In their study, Tohira et al., (2013) also pointed out the lack of rigorous evidence on the safety of patients while making decisions about treating patients at the scene. Current evidence concerning patient safety, effectiveness and funds to support these changes is arguably insufficient (Porter et al., 2007) but growing. Disproportionate risk aversion in the ambulance services has also been cited as a potential risk factor by O' Hara et al., (2015) and conveyance of patients to ED was considered the 'default safety net' because 'you don't lose your job from taking a patient to hospital' (Ibid, p. 49).
Work intensity and implications for ambulance workers
The introduction of the New Public Management (NPM) ideology into the UK NHS saw greater fiscal autonomy but more stringent regulations, control over managers and management by targets, impacting on work patterns (Bevan and Hamblin, 2009; Bevan and Hood, 2006) without conclusive proof about its usefulness and success (Smith, 1995) . Issues concerning performance measurement, performance management and the usefulness of management by 'targets' approach have been widely debated in the public management literature (De Bruijn, 2002; Pollitt, 2003; Greiling, 2006) . Wankhade (2011) has documented several unintended consequences of the performance regime in the UK ambulance services highlighting the potential costs of such schemes, the role of sub-cultural groups and the negative impact on workforce patterns. Failure to achieve targets and poor performance scores are seen as a personal failure of senior NHS leaders creating a climate of mistrust and conflict. Gascoigne et al., (2015, p. 461 ) provide a useful summary of some of these studies which highlight particular characteristics of work determining long and intense work hours and the occupational identity of the job holders. Green (2004) emphasises the various technological changes for modern work intensification. Studies on other emergency services including ambulance workers (Tangherlini, 2000; Palmer, 1983; Reynolds, 2009 ) and police (Van Maanen, 1978) further highlight such characteristics.
Literature on occupational and professional 'identity' has explored how organisations and occupations influence and control people's work-related identities (Alvesson et al., 2008) . Kuhn (2006 Kuhn ( , p. 1354 argues that the 'choices' actors make about time at work are shaped by the array of discursive possibilities available for identity construction rather than a result of any managerial manipulation. Actors employ accounts that align with their own self-narratives and the expectations of others in the workplace (Alvesson and Wilmont, 2002) . Wankhade 
Implication of work intensity on sickness absence in the ambulance services
Living a life on the edge (Hewitt and Luce, 2006) has its own perverse consequences. There is a growing discourse surrounding the various health related issues in the ambulance service with the underlying assumption that such work is inherently stressful (Hegg-Deloye et al., 2014; Coxon et al., 2016; Mishra et al., 2010; Sterud, et al., 2011 Sterud, et al., , 2006 Sterud, et al., , 2008 Bennett et al., 2004; Pajonk, et al., 2011; Nightingale and Mark, 1988, Clohessy and Ehlers, 1999; Alexander and Klein, 2001; Mahony, 2001) . To this effect, Sterud et al., (2011, p. 2) argue that ambulance personnel routinely attend non-emergency work, such as transporting and providing appropriate care to chronically and terminally ill patients, which imposes "different emotional demands and which might be experienced as more emotionally exhausting than more sensational events". Recently, Chatzitheochari and Arber (2009) highlighted the potential adverse health and safety consequences of sleep deprivation of British workers, citing evidence from the UK Time Use Survey. Ambulance professionals are regularly involved in rushing to the scene of emergency and taking rapid action often in very unstable and unfamiliar environment and very often in presence of public (Cydulka et al., 1989) . Prevalence rates of burn-outs, divorce, suicide and drug-abuse have been reported to be particularly high in the emergency medical practitioners (Wagner et al., 2002; van der Ploeg and Kleber, 2003) highlighting specific stressors and the health related issues in the ambulance service.
There is also a contrary view suggesting that ambulance work is not inherently stressful or unique and many other emergency services such as the police or fire and rescue service may exhibit similar characteristics (Boudreaux and Mandry, 1996) and that ambulance personnel are usually resilient against stress and trauma (Orner et al., 2003) . However others (Michie and Williams, 2003; Sterud et al., 2011) argue that high levels of distress amongst ambulance staff is mainly due to general organisational factors that are quite similar to the occupations with a heavy work demands which include long hours, workloads, pressure of work, lack of control over work and poor support from managers. In a recent study, Hegg-Deloye et al., (2014, p. 
(Table1 here)
Scrutiny of the sixteen quarterly reports reveals the following trends in relation to sickness absence of ambulance staff:
 Ambulance Staff were the staff group with the highest average sickness absence rate with an average of 6.24 per cent.
 Amongst types of organisation, Ambulance Trusts had the highest average sickness absence rate with an average of 5.76 per cent. Strategic Health Authorities had the lowest average with a rate of 2.76 per cent. These figures are significantly higher than the average national absence rates.
 The figures for ambulance staff continue to show higher rate of absence. It is estimated that in 2012-13 average sick days per person equated to 14.7 days for qualified ambulance staff, compared to 13.9 in 2011-12 and 14.4 in 2009-10, significantly higher than national average.  Ambulance sickness rates fell marginally only once in 2010-11 (from 5.73 per cent to 5.67 per cent) and continue to show rise during 2011-12 and 2012-13.
If one compares the sickness absence rates by Staff groups in the NHS, a similar picture emerges.
( Table 2 here) Against the national average absence rate of 4.23 per cent over the four year period, ambulance staff shows an average absence rate of 6.32 per cent which is the highest amongst the entire NHS workforce included in the data set. The Boorman Review (2009) looking into the health and well-being of NHS staff recommended that the NHS Staff health and well-being needs should be seen as central to the NHS and recognised as a crucial issue at board level as much as at ward level. It further argued that staff health and well-being is not just the responsibility of occupational health departments or well-being advisers but it is the responsibility of every single member of staff.
These statistics need to be treated cautiously. The figures don't provide a split of the category of the ambulance workers showing sickness absence. Further, HSCIC does not currently publish causal data on specific reasons for sickness absence within the NHS in England and more specifically about the ambulance staff. Hence it is not possible to assign specific causes for such a high sickness absence rates for ambulance staff. The high levels of mental and health related issues identified with the ambulance workers earlier in this section (see Coxon et al., 2016; McCann et al., 2015; Hegg-Deloye et al., 2014; Halpern et al., 2011; Mishra et al., 2010) might allude, at least partially, to such high sickness rates but no such claims are made in this paper. The link between high sickness absence rates and stress levels in the ambulance workers is currently under-researched and by raising this issue, we hope to encourage further empirical research to understand the link better but such high absence rates are quite revealing to say the least. The next section details the research methodology adopted in this study.
Data and methods
The findings for this study are derived from a larger ethnographic study conducted in a large NHS ambulance trust in the North of England (Delta trust for confidentiality and anonymity).
The main research question in the study was to explore the perceptions of the staff in dealing with the steady rise in ambulance demand amidst the changing clinical and educational scope of paramedic practice. Due to the exploratory nature of this study, the primary aim was to access the different experiences of a range of staff within the organisation in understanding their social settings (Van Maanen, 2011) . Ethnographic studies thus have a considerable potential to play a larger and more mainstream role in organisation and management studies (Watson, 2011, p. 202 ). Observation was complemented with informal conversations in the 'corridors' with staff.
Semi
Conversations typically related to specific issues observed in the interviews, nature of work and discussion of the context that framed the decision on the matters while allowing a better understanding of the dynamics of the nature of work in the case study organisation (Yin, 2009 ).
Interview and observed data were transcribed and the responses to the key themes were analysed repeatedly to further explore the response of the participants to the main research question (Rhodes and Brown, 2005; Boje, 1991; Sayer, 2000; Charmaz, 2003) . This methodology provided insights into how individual 'behaviours' of various institutional actors were shaped, how these decisions and actions that individuals made during their working (& non-working hours) were socially constructed and constituted in performance of their specific roles within the organisation. Ethical approval for the larger study was granted by an NHS research ethics committee.
Findings and results
Interviews with some frontline staff revealed a different perspective about the core values and mission of the organisation: "A lot of our staff don't think going to patients with minor things and leaving them at home is a worthwhile thing to have done. What our staff, in the way that they were recruited, they're recruited to be, if you like, the adrenalin junkies, they get there, they save someone's life, they drive somewhere else, deliver the patient to a team that's all… it's like the telly isn't it? That's why people join"
Senior Board Executive I "You come for an interview for the ambulance service -you've seen Casualty on TV and
Holby City and that's the perception that is continually in the mind of the candidates for the role…And the disappointment comes when they achieve that role and it isn't everything they thought it would be."
Senior Paramedic I
It is important to emphasise that since the training for paramedics is now at the level of a university graduation, staff who have worked for long in the ambulance services can be wary of the new university-trained recruits, and might feel the new cadre has advanced too quickly without really understanding 'the realities of the road'. Indeed, the paramedic science degree has given them an exit route to work outside of the ambulance services, something which didn't really exist for the 'old school' ambulance workers who have 'come up' through the ranks. Evans et al., (2014) in their systematic review of the literature examined the evidence of paramedics trained with extra skills and the impact on patient care. The review identified many viable extra skills for paramedics but concluded that the evidence is "not strong enough to guide policy." (p. 602). It is also the case that ambulance services are facing a shortage of paramedics as many new university educated staff are leaving the service feeling disillusioned and unsupported something which was highlighted in a recent inspection report (Care Quality Commission, 2015, p.41:
"Several frontline staff reported morale to be low due to 'workload pressures'. These included a high number of resignations, mental exhaustion, lack of career progression, lack of feedback from managers, long working hours, pay scale in comparison to other services and lack of recognition for hard work."
Ambulance work patterns are governed by the Working Time Regulations (WTR) which specifies a maximum 48 hour weekly limit. Most frontline staffs, especially paramedics, routinely work in excess of these hours in form of extended shifts or overtimes. The public perception about the ambulance staff also plays some part in heightening such tensions. MORI polls score the ambulance staff very high in the user satisfaction. But it has its own unintended consequences and quite a few respondents complained about the 'burden' of such high expectations from the public: 
Senior Paramedic II
One senior executive seemed to agree with this assessment: "I suspect that given the nature of the service, the public are just grateful that the ambulance turned up and got them to hospital. I've been out with crews and people feel you can do no wrong. There are a lot of assumptions from people who might never have been in an ambulance before."
Senior Board Executive II
Recent evidence support these findings. A rapid review by Turner et al., 2015 , examined the evidence on the effectiveness of different models of delivering urgent care, concluded a "lack of evidence about the implications of developing the paramedic workforce at scale to achieve national objectives (p.66)." O'Hara et al., (2015) in their study of systemic influences on paramedic decision-making reported seven overarching system influences while identifying them as potential risk factors. Increased demand for ambulance service care was reported to have impacted on the scope of clinical decision making by paramedics as the "profile of calls has shifted from primarily emergency care decisions to now dealing with a wider range of primary care and psychosocial decisions" (Ibid, p. 48). Performance regime and priorities, especially the eight minute response time target was also regarded as a source of pressure for staff and resources, particularly when calls were not life-threatening and also confirmed in another study (Wankhade, 2011 ). Fisher et al., (2015 in their scoping review about patient safety in ambulance services, identified many reports of cases for which operational pressures, including targets, were perceived to be more important than patient safety for ambulance services.
The study also recorded perceptions about the challenge for the ambulance services as being seen merely as a transport service to a professional healthcare provider (Heath and Wankhade, 2014; McCann et al., 2013; Wankhade, 2011) :
"Our predominant staff are not professionalised in the way that you would expect the clinical profession to be and that's because profession has happened to them -they haven't joined a profession. They didn't have to acquire anything to achieve to become that professional in the first place."
Senior Clinician
With the current recruitment practises, these perceptions are changing. The new specialist paramedic roles as outlined earlier in the article have helped ambulance services reduce conveyance of patients to ED and saving costs. But absence of effective alternative care pathways has also been identified in several recent studies (Fisher et al., 2015; Turner et al., 2015; Evans et al., 2014) with reported lack of clear evidence base and considerable variations in the deployment of paramedics with extended skills in managing patients with urgent health problems in the community settings and/or dispatched to unsuitable patients. Disproportionate risk aversion in the ambulance services has also been cited by O'Hara et al., (2015) and conveyance of patients to ED was considered the 'default safety net' because 'you don't lose your job from taking a patient to hospital' (Ibid, p. 49).
Many staff expressed frustration about lack of meaningful opportunities for staff training and development. One common comment made during informal discussions was how staff training was seen secondary to meeting the operational exigencies and performance pressures. Recent evidence confirms our findings (Turner et al., 2015; O'Hara et al., 2015; Fisher et al., 2015;  Mackway-Jones and .
Senior executives when questioned about high sickness absence rates for ambulance staff did not deny the emotional challenges of the job but were quick to point out the support available to staff for dealing with sickness issues. One senior manager however raised few concerns:
"Sickness can rise because people are not being seen about absence and the sickness policy isn't adhered to which can have some quite serious consequences…They may then be back in work for a couple of days, but be off sick again with the same problem which could have been dealt earlier." Senior Operational Manager I Some of these comments can be explained in the way ambulance trusts deploy their paramedic staff. Ambulance crews usually work in pairs and rotate together in their twelve hour shifts or sometimes work alone in remote ambulance stations or solo in rapid response vehicles (RRVs). High level of sickness-absence rates, lack of capacity and low staff morale was also highlighted recently (McCann et al., 2015) . There is little opportunity for training or managerial support during shifts. As a consequence, clinical supervision gets sacrificed when everybody has to go out. And it ceases to be an organisational priority. This often acts as barrier to communication and support. Concerns over the utilisation of reporting and feedback mechanisms, dearth of routine and constructive feedback on clinical decisions made by paramedics were also highlighted recently (O'Hara et al., 2015) .
There is a growing debate about the lack of clinical evidence base behind response time targets which is putting the crews and patients at risk (NHS Confederation, 2014) though a more broad based targets regime is now operational (Cooke, 2011) . Evidence suggests that the use of lights and sirens improves the ambulance response time by an average of 1 minute, 46 seconds which is clinically relevant in only a few cases (Brown et al., 2000) .
Over-prioritisation of 8 minute red calls (response to a life-threatening emergency) came up as another reason for crew dissatisfaction. American paramedics in Palmer's ethnography (1983:167) refer to such calls as "211s versus Pukes" in differentiating between 'good runs, saves, celebrated cases (211s) versus non-essential calls and nuisance calls (Pukes). Crews talked about their frustration in rushing and speeding to such calls which turned out to be less serious incidents not deserving such rushed response:
"A lot of falls now are red responses. And because it is a very risk-averse tool with lot of default settings to go red, it doesn't necessarily instil faith amongst the crews that are then responding to a call. You've got non clinical staff using a risk averse, non-clinical triage tool at the call stage to inform a clinical response." Senior Operational Manager II "My last job was chest pain for a 65 year old. So I go in with two very heavy bags and they are very heavy, especially after 12 hours, up to the second floor with no lift and this guy had stomach pain. I mean not chest pain but that was a Red call and it was because of the information given to the people and the way they ask their questions. So I feel in many respects we make work for ourselves. Red calls by their nature sometimes put words into people's mouths i.e. "Do they have chest pain?" "Oh yes." "Are they breathless?" and they're going to say, yes because the public then know that the ambulance might get there a little bit quicker".
Senior Paramedic III
Two such incidents happened during the ambulance 'ride-ons' by the author. On reaching to a patient (999 call) on a Saturday night at around 6.30 pm, the caller-an old person aged about 70 years was waiting outside his house with a bag for the ambulance to arrive. The crews knew him since he had a history of cardiac problems in the past but on this occasion he simply did not feel safe to be alone on a weekend and insisted to be taken to the hospital. In the second instance, a twenty year old caller had complained about breathlessness and dialled 999 for an urgent ambulance response after running out of his inhaler. It is true that any such system can be open to abuse. It was evident that the extent and increased demand was a notable source of strain on staff and organisation.
Historically and in the new commissioning framework since April 2013, performance (and payment) of individual ambulance trusts is still guided by the achievement of the 8 minute response time target. Limitations of such an approach which focus on treating the clock, rather than the patient have informed current debates (Wankhade and Mackway-Jones, 2015; McCann et al., 2013; Siriwardena et al., 2010) . Increased demand coupled with staff shortage and incorrect dispatch of staff (O'Hara et al., 2015) can result into a culture of fear amongst frontline staff (CQC, 2015, p. 41) . Similar issues about the role of target culture and its impact on behaviour of frontline staff was also recorded in other studies McCann et al., 2013; Wankhade and Brinkman, 2014; Wankhade, 2012) . Recent evidence has also pointed a gap between the
Discussion and conclusion
A multiple-level analysis has provided consistent evidence around the issues explored in this study. The study findings provide insight into the different perceptions of staff towards the changing scope and practise of the ambulance staff and the growing pressures of operational demand. This study also makes contribution through providing insights into the intraorganisational dynamics in an unusual organisational setting. The study highlights the challenges faced by ambulance services in coping with the increased demand and emerging paramedic specialist roles. Findings from this study also point to lack of uniformity about the new roles and their appropriate dispatch to the right patients. Attention has also been drawn to the inconclusive evidence about the safety of patents who have not been conveyed to the EDs and the complexity of the decision-making process to minimise potential risks to patients.
Recent evidence support our study findings (Bigham et al., 2012; Hill et al., 2014; Tohira et al., 2013) and also the fact that these specialist paramedic roles with higher level of education and training represents a 'minority' of paramedic staff (O'Hara et al. 2015, p. 52 ). Role of system factors such as increased demand, performance regimes and the role of 8 minute response time target, lack of training and education opportunities and variations in alternate care pathways having significant implications for patient safety has been recorded in our study which are significant findings and are supported in a recent scoping study on patient safety in ambulance services (see Fisher et al., 2015) and rapid review on effectiveness of different models of delivering urgent care (Turner et al., 2015) .
These findings also have significant implications for employment practices. It raises questions about whether it is possible and sustainable to motivate staff and/or retain and recruit new members while moderating these negative influences. Further empirical work can shed more light on these aspects. Development of strategies to prevent significant levels of sickness and occupational health issues, to combat prevalence of general and specific ambulance specific stress factors follows our analysis and is supported in the literature. High levels of emotional exhaustion, often accompanied by lack of managerial and peer support with musculoskeletal pain (physical demands) which was identified by many respondents as ambulance specific drivers of stress is also supported in the literature (Hegg-Deloye et al., 2014; Sterud et al., 2011, p. 8) . Benett et al., (2011) provide a good analysis of personality traits of emergency physicians and paramedics in influencing their behaviour and decision-making. With numerous media reports about the increase in the number of cases of assaults on ambulance crews, there are real concerns around safety of the crews, especially for paramedics who work on the RRVs.
Management literature linking health impact to high sickness absence levels in ambulance workers is quite sparse and needs further investigation, something which is highlighted in our study. Understanding the personality characteristics of ambulance workers which may predispose them to develop these disorders has further been suggested (Pajonk et al., 2011; Clohessy and Ehlers, 1999) . Surprisingly the literature linking sickness issues to high sickness absence rates in ambulance workers is quite sparse and needs further investigation as highlighted by our study. A recent efficiency review (Carter, 2015) expressed concerns of the high level of sickness absence rates in the NHS ranging from 3.1% to 5% and estimated that a 1% improvement in staff productivity will save the NHS £280 million a year, which equates to hospitals using new working methods that would save every member of staff 5 minutes on an 8 hour shift.
Ambulance services are witnessing a period of turbulence. Amidst the progress on the professionalisation of the paramedic agenda, individual trusts are facing challenges in form of staff attitudes towards meeting performance targets, coupled with rising demand, fear of loss of contracts and private competition (Mackway-Jones and McCan et al., 2015) . Ambulance services, it has been recently argued, remain 'locked in an 18th Century mind-set' that reinforces a traditional emergency care and transport focused mode of operation, which is insufficiently attuned to the changing and more heterogeneous actualities of demand of the modern world (Newton and Harris, 2015) .
It is worthwhile noting some of the limitations of this paper. The study provides a thick description of the case settings in an English NHS ambulance trust and the readers are better able to assess how well these findings may apply in other contexts (Lincon and Guba, 1985) .
The evidence cited is specific to English ambulance services was gathered during [2007] [2008] [2009] and further empirical research will be valuable to test the relevance of these findings in a variety of settings. Recent evidence as cited in the article supports our study findings. The paramedic education in the UK has moved towards a university level qualification since the study period but the evidence gathered in the study is relevant to the issues raised in the recent studies examining leadership and management challenges, lack of a conclusive evidence base about patient safety and systemic influences on paramedic decision making (McCann et al., 2013; Fisher et al., 2015; O'Hara et al., 2015; Turner et al., 2015; Newton and Harris, 2015; Evans et al., 2014) . Globally, ambulance services are facing similar challenges surrounding rising activity, a growing older population, societal and cultural issues and a drive for professionalisation of practice leading to similar cultural challenges for evolving into a professional healthcare providers (Vincent-Lambert, 2015; Jormakka and Saikko, 2015; Hou, et al., 2013) . Findings from this study thus have international implications and can be relevant in other settings equally.
To conclude, the relationship between high sickness levels and ambulance work patterns highlighted in our study need greater management and policy attention in different settings than it currently does. Similarly, the implications of work intensity on gender equality within ambulance settings remain unexplored (Burke and Fiksenhaum, 2009; Kelly et al., 2010) .
Effectiveness of the paramedic work patterns and implications for organisational productivity needs further investigation. Empirical studies in different settings exploring the impact of work intensity on social environment (Pfeffer, 2010) including the impact on human sustainability (Schor, 2011) can further provide a fruitful research agenda. (Table 3) 
